to person-centred and emotion-focused therapists working with traumatised clients in the early stages of therapy. By focusing on common key principles, we can further develop the person-centred experiential approach as a contemporary evolving therapy within the person-centred paradigm.
The existing National Institute for Health and Clinical
Excellence (NICE) guidelines for the treatment of both post-traumatic stress disorder (PTSD; NICE, 2005) and social anxiety disorder (SAD; NICE, 2013) suggest that, as a first line of psychological treatment, clients should be offered cognitive behavioural therapy (CBT) with an adaptation focusing on the specific disorder (in the case of PTSD, eye movement desensitisation and reprocessing
[EMDR] is also recommended). Notwithstanding the large body of evidence underpinning NICE treatment recommendations for CBT and EMDR for PTSD, research with traumatised clients within the humanistic-experiential psychotherapies (HEPs) shows promising results . This is especially the case for more complex relational and interpersonal difficulties that clients are experiencing as responses to childhood abuse and trauma (Paivio, Hall, Holowaty, Jellis & Tran, 2001 ). However, the evidence for HEPs with anxiety difficulties is not positive , although some recent promising developments within the emotion-focused therapy literature have begun to address the evidence gap (Elliott & Shahar, 2017; Watson, Chekan, & McMullen, 2017) . Importantly, despite the evidence of the potential benefit of HEPs for traumatised clients, there remains a dearth of randomised control trial research in this area. Nevertheless, before randomised controlled trials can be conducted, it is necessary to identify the key therapist principles that are useful for working with a particular client population.
In this study, we aim to make both empirical and methodological contributions to the field by identifying key therapist principles for a person-centred experiential (PCE) approach to engaging in traumafocused work in the early stages of therapy. We do this by analysing therapy sessions conducted with those clients experiencing trauma symptoms and utilising access to a convenience sample of socially anxious clients.
| B RIEF LITER ATURE RE VIE W FOR P CE THER APIE S AND TR AUMA-FO CUS ED WORK
Within the NHS (specifically the Improving Access to Psychological Therapies [IAPT] initiative and in line with NICE Guidelines), clients reporting post-traumatic stress are routinely referred to specially trained CBT or EMDR therapists. However, a survey of NHS specialist trauma services suggested that a much wider range of therapeutic approaches are frequently offered to traumatised clients (Murphy, Archard, Regel, & Joseph, 2012) . The need for a range of approaches to therapy for traumatised clients is largely due to the fact that trauma-focused CBT was designed specifically for the treatment of PTSD symptoms, whereas this might be less effective for clients that have trauma related to childhood abuse experiences (Cloitre et al., 2010) and have more complex trauma presentations.
It is also possible that such clients are not immediately recognised within the IAPT system as traumatised and receive other diagnoses (such as social anxiety, depression or even psychosis). Despite the lack of randomised trial evidence for traumatised and anxious clients, the evidence from practice-based research suggests large numbers of trained person-centred and experiential therapists routinely work with traumatised clients, often in the voluntary and third sector, where clients seeking therapy typically do not neatly fit the requirements for accessing IAPT; instead, they tend to find that the third sector context is more suited to their needs (Murphy & Joseph, 2013) . Such therapies are often available for longer, more relationship oriented, exploratory in nature and focus more on underlying difficulties than surface level experiences associated with trauma symptoms.
Evidence suggests that emotion-focused work within therapy for traumatised clients is helpful for a range of trauma sequelae, including but not restricted to depression (Goldman, Greenberg & Angus, 2006) , social anxiety (Elliott, 2013 ) and interpersonal problems for couples (Johnson et al, 1999) . Rachman (1980) was one of the earliest advocates of the role of emotion processing in trauma therapy.
Two common person-centred and experiential principles are emotion processing and emotion regulation (Freire, Elliott & Westwell, 2014) . Rachman (1980) suggested that all exposure-based work in behaviour therapy is aimed at facilitating emotion processing. So rather than thinking that exposure alone was sufficient, Rachman's principle was that behavioural exposure was in the pursuit of emotion processing, which is in turn a cornerstone and strength of person-centred and experiential therapies.
A randomised controlled trial looking at the effects of emotion processing in therapy with clients who had experienced childhood abuse found that combining either skills training in emotion self-regulation or supportive counselling with exposure was better than exposure alone (Cloitre et al., 2010) . Interestingly, no difference was found between the emotion regulation/exposure and the supportive counselling control for early drop out or termination; however, significant differences were found between the emotion regulation with supportive counselling and exposure control conditions with higher rates of early dropout and termination in the exposure control condition. This finding suggests that the early phases of trauma therapy are crucial and that it is probably important to focus on relationship building before exposure-based techniques are used. Importantly, this finding also suggests that therapeutic activity in the emotion regulation and the supportive counselling control conditions provided better chances of completing therapy than the exposure control condition. This research is challenging for the NICE-recommended therapies for PTSD because they strongly advocate exposure-based principles as the active ingredient. However, as exposure is intended to facilitate emotion processing, exposure without attending to emotion regulation or within a well-established counselling relationship is clearly less effective. In a time-limited and results-driven climate such as IAPT, a focus on exposure alone might increase the risk that clients with abuse-related trauma symptoms terminate therapy early and prior to the completion of important emotion processing tasks. As the study by Cloitre et al. (2010) suggests, a well-established therapeutic relationship is required for achieving results in trauma-focused exposure work.
Emotion-focused therapy (EFT), an approach to psychotherapy grounded in the principles of the person-centred therapeutic relationship, has developed and evolved based on contemporary emotion theory and incorporated Gestalt and Focusing methods to facilitate emotion processing (Greenberg, Rice & Elliott, 1993) . The approach has proven effective with clients experiencing post-traumatic stress as a result of childhood abuse Paivio & Laurent, 2001) . A key factor in person-centred and experiential therapies is empathy (Elliott, Bohart, Watson & Murphy, 2018) . Empathy might be particularly important for the therapeutic engagement of trauma survivors, especially those that have suffered childhood abuse and interpersonal violence, and who have therefore developed introjected images of others as either malevolent or unhelpful (Elliott, Davis & Slatick, 1998) . Offering a genuinely caring, empathic relationship is crucial to long-term success, as staying in therapy is more likely to lead to more positive outcomes (Norcross & Lambert, 2011) . In a study looking at the role of empathy in engagement in therapy and linking this to the reduction in trauma symptoms, Mlotek (2013) reported that empathy predicted client engagement in therapy and a reduction in traumatic stress symptoms independent of engagement, suggesting empathy has both a direct and indirect effect on outcome, and client engagement partially mediated the relation between empathy and outcome. Further work exploring the narrative and emotion integration change sequence in traumatised clients receiving EFT is also being conducted (Friedlander, Angus, Xu, Wright, & Stark, 2019) .
Person-centred therapy is firmly grounded in relationship-based practices, making it potentially well placed to carry out trauma-focused work (Joseph, 2015) . A randomised control trial of CBT and Rogerian Supportive Therapy found no between-group differences in PTSD symptoms at the end of therapy or at follow-up; whilst both approaches showed sustained gains at follow-up (Cottraux et al., 2008) . Contrary to the finding reported by Cloitre et al (2010) , Cottraux et al. (2008) found that the CBT condition had slightly better retention. This is an important finding for person-centred and experiential therapists to consider, as some therapists misconstrue the person-centred relationship as limited to a laissez-faire arrangement (Rogers, 1951) and might therefore be less inclined to engage in the more trauma-focused work that a client requires.
There is a small but growing body of evidence in support of trauma-focused work within person-centred therapy. Some of this evidence is based on qualitative case studies (Murphy, 2009; Tickle & Murphy, 2014) showing the benefits of person-centred therapy with clients traumatised through childhood abuse and domestic abuse. Added to this, research in the field of Focusing-Oriented Therapy (Coffeng, 2004; Rappaport, 2011; Santen, 2014) showed how a person-centred and experiential approach worked with traumatised young people.
However, there is undoubtedly a lack of randomised controlled trial research on bona fide person-centred therapy for post-traumatic stress, and randomised controlled trial research on emotion-focused therapy for post-traumatic stress is limited to complex trauma (Paivio, Jarry, Chagigiorgis, Hall & Ralston, 2010) . Despite this, it is widely known that person-centred therapists are often situated in third sector and non-governmental organisations, meaning that outside of statutory health care there are large numbers of person-centred and experiential therapists working with traumatised clients. In addition, early termination of therapy is an issue for traumatised clients. Empathy, a central concept in person-centred and experiential therapy, seems to be related to engagement and outcome in traumafocused therapy (Mlotek, 2013) Once the key therapeutic principles and guidance have been identified for working with trauma, these can subsequently be put to the test through randomised control trials to generate a firm evidence base for person-centred experiential therapy for traumatic stress.
This study aims to provide the first step towards this process.
In this study, we set out to identify core and specific key therapist principles in person-centred and emotion-focused therapy to inform the development of a person-centred experiential therapy that can support engagement in the early sessions for clients with a trauma presentation, especially principles that appear to facilitate therapeutic progress. To do this, we modified Strupp's (1980) case comparison method, using a two-by-two case comparison featuring good versus poor outcome cases from person-centred versus emotion-focused therapies.
| ME THOD

| Case selection
We identified two cases, one good and one poor outcome, in each of the two different types of therapy. All four cases met our inclusion criteria: That is, each case met DSM-IV-TR diagnostic criteria for PTSD and was selected from the Strathclyde Social Anxiety Experiential Therapy data set at the University of Strathclyde Research Clinic.
All participants had given signed informed consent and permissions for outside research teams to use their data under the supervision of the chief investigator (RE). From a list of socially anxious clients with documented PTSD diagnoses, we selected two good and two poor outcome cases using mean residual gain scores. That is, for each of the outcome measures (Personal Questionnaire, CORE Outcome Measure, Strathclyde Inventory, Inventory of Personal Problems and Social Phobia Inventory), pre-test scores were first used to predict post-test scores; next, standardised differences between the actual and predicted post-test scores were calculated; finally, these standardised residual gain scores were averaged across all available outcome measures for each client. Good and poor outcome cases were identified as those with the best (negative mean residual gain) and worst (positive mean residual gain) scores in the set of available cases. This meant that poor outcome cases had outcomes about half a standard deviation worse than expected, whilst good outcome cases at least 0.9 standard deviation better than expected for the data set.
| Therapists and therapies
All therapists in the Strathclyde Social Anxiety Study were qualified to postgraduate diploma or higher degree level. Clients were offered up to 40-sessions of either person-centred or emotion-focused therapy.
One therapist had a PhD in psychology and was a tutor on a postgraduate counselling course; two had MSc degrees (in counselling and clinical psychology, respectively), and one was a current MSc student with a postgraduate diploma in counselling. Two of the therapists were from South America, and the other two were Scottish.
| Data collection
Client participants completed the research protocol outcome measures prior to the first session, after session 8 and at the end of therapy. There were five outcome measures: the Personal Questionnaire (Elliott et al., 2016) , an individualised weekly problem distress measure consisting of about 10 problems identified by each client as difficulties they wanted to work on in therapy; the CORE Outcome Measure (Barkham, Mellor-Clark, Connell & Cahill, 2006) , which assessed general problem distress; the Social Phobia Inventory (Connor et al., 2010) , a problem specific measure of social anxiety difficulties; the 26-item version of the Inventory of Interpersonal Problems (Maling, Gurtman & Howard, 1995) , an interpersonal problem distress measure; and the Strathclyde Inventory (Freire, 2007) , a person-centred outcome measure assessing congruence versus incongruence.
Clients also completed two measures after session 3 plus every fifth session: first, the Working Alliance Inventory-12-R (WAI; Hatcher & Gillaspy, 2006; Hovarth & Greenberg, 1989 ), a client selfreport measure that assesses the therapeutic relationship in terms of Bordin's (1979) model of therapeutic bond, and agreement on goals and tasks (12 items rated on a 5-point scale); and, second, the Therapeutic Relationship Scale (TRS; Carrick & Elliott, 2013; Sanders & Freire, 2008) , a targeted client and therapist self-report measure assessing two key person-centred therapy concepts: quality of offered therapeutic relationship and therapist nondirectiveness; the version we used consisted of 27-items each rated on a 5-point scale (0: "never"; 1: "seldom"; 2: "sometimes"; 3: "frequently"; 5: "always").
In addition, at the end of each session, clients completed the Helpful Aspects of Therapy form (Llewelyn, 1988) , a qualitative self-report about significant therapy events. The University of Strathclyde Research Ethics Committee granted ethical approval for the study.
| Data analysis
Having identified appropriate cases, we gathered all available data, for each of the four cases, for the first three therapy sessions. Audio recordings of all twelve sessions were fully transcribed by a professional transcription service. Using the transcripts and the audio recordings, two members of the research team independently made process notes of the transcribed sessions focusing on session episode structure and treatment principles or therapeutic competences (Elliott, 1993) . One researcher completed this task blind to the good versus poor outcome of cases. As each researcher analysed each case independently; the third researcher acted as independent consultant on the findings. The role of the consultant was to offer theoretical accounts of the coded session episode structure and therapeutic principles. Next, each researcher checked their findings against the other's findings; the cross-checking of coded principles was then followed by regular meetings to integrate the findings into a set of key common principles. Good versus poor outcome cases were used to offer a contrast and context to one another in the various responses. Following the identification of coded principles, the Helpful Aspects of Therapy forms (HAT Form) were inspected as a source for triangulation to identify additional aspects of the therapeutic process that clients explicitly stated they found helpful that had not been identified in the process analysis by the research team or to confirm those that had been identified. The result at this stage was a set of therapist principles expressed as actions or qualities that seemed to help or hinder client engagement in the early stages of trauma-focused therapy in person-centred and EFT. 
| RE SULTS
| Quantitative case selection data
| Qualitative findings
Using the findings from the qualitative data analysis, we pro- The goals and task collaboration aspects, on the other hand, were developed more implicitly as part of the ongoing therapeutic process. For example, the clients' goals were reflected to them through the therapist's empathic understanding responses, which also conveyed unconditional positive regard for the client's expression of therapeutic goals.
In the EFT cases, the alliance was concerned more explicitly with the goals and the tasks of therapy and the therapeutic bond component was a more implicit process. In the good outcome EFT case, the therapist identified and worked with potential ruptures as the alliance was forming and as the client became overwhelmed by traumatic memories. This enabled the client and therapist to acknowledge the importance of these early memories but also set the pace of the work and to establish "resolution" as a goal along with how this could be achieved. The excerpt below shows the identification of the goal of working on a conflict and how chair work might be used to facilitate this:
EFT good outcome case. 
| Facilitate the identification and recognition of past events as client trauma experiences
Listen for and facilitate the identification of events in the client's past as traumatic and support awareness and symbolization of this.
Clients from all four cases identified the importance of therapists' ability to facilitate the development of client awareness for past trauma experiences. The most obvious ways that therapists were able to evidence this principle was through the facilitation of client's narrative retelling of past trauma experiences. EFT therapists did this in a more structured way than PCT therapists. For example, the good outcome EFT therapist asks clients directly "is that something you would like to work on" when a client mentions past trauma. PCT cases were less explicit in indicating past traumas as something potentially to be worked on, but instead acknowledged these as important difficulties for the client as they were symbolised within the self-concept. These are two examples taken from the good outcome cases for both EFT and then PCT. In the EFT case, the client is recalling the impact of her brother's death but also how their own childhood traumas have permeated many aspects of their lives.
In the PCT case, the client is starting to realise how her mother's jealousy of her relationship with her father was traumatic in her own childhood.
EFT good outcome case. Process analysis of transcripts enabled us to identify this principle. Therapists in both EFT and PCT cases were able to help their clients to explore the past trauma experiences that were sources of their current difficulties. There was a clear difference here between the PCT good and poor outcome cases. In the good outcome PCT case, the therapist empathically and explicitly reflected trauma experiences that were related to current psychological distress. In the poor outcome PCT case, the therapist generally did not explicitly respond to past traumas when the client referred to them. Below is an example of trauma specificity from early in the third session of the good outcome case.
PCT good outcome case. This principle is linked to that above of identifying and acknowledging past events as traumatic; however, whereas identifying and acknowledging is developed in terms of the identification of a particular event as being traumatic in nature, Principle 3 facilitates the next step by supporting making connections from past events to current experiential and interpersonal difficulties in the client's process orientation. Therapists in good outcome cases were specifically identifying and responding to traumatic events from the past. Helping clients to explore their past traumatic experiences is known to be an important aspect of trauma-focused work .
| Offer self-agency focused empathy
Listen for, empathise with, and engage the client's personal agency/selfdirectedness in processing personal responses to trauma-related experiences including emotions, images, behaviours or thoughts.
Our process analysis identified empathy as an important factor in three ways in the early stages of therapy. The first is outlined in Client: Yes, push everyone away, even my family.
In this example, the therapist senses the client's struggle was grounded in past traumatic events manifested in interpersonal relationships (principle 3) and how she had been dependent on other people, but also the client's self-agency and desire to "push away."
Supporting clients to actively process traumatic life events enables them to become more autonomous .
Similarly, the client is accepted by the therapist as wanting to "push everyone away." As the client experiences this to be no less acceptable to the therapist than any other self-experience, the client becomes more self-accepting. Previous research has shown a connection between self-acceptance and post-traumatic growth that is related to intrinsic motivation (Murphy, Demetriou, & Joseph, 2015) . Here, the client is forging her way forward, both actively in the world and in her expressions to the therapist, and as she does so, the therapist's unconditional positive regard is expressed through the self-agency-focused empathic reflection. The result is that the client follows their intrinsic motivations.
| D ISCUSS I ON
In this research, we were able to identify four, early session, key common therapist principles in good outcome cases from both EFT and PCT for traumatised clients with social anxiety. The first of these was the principle of supporting the formation of the therapeutic relationship and alliance. The second was supporting clients to identify and acknowledge past experiences as traumas and symbolise these in the self-concept. Third, therapists helped clients develop greater trauma specificity by explicitly connecting their experience of traumatic events to their current life, so that these can become the focus of therapeutic work. Lastly, therapists were able to support client self-agency through focused empathic responses that targeted the client's self-directing and self-healing potential.
In this study, we have also developed a new method for identifying key common principles that provides an alternative to the methods currently adopted for generating therapeutic competency frameworks. For example, the competences that inform and underpin the development of the original CfD manual are a refined version of Roth, Hill and Pilling's (2009) taxonomy of humanistic therapy competences, which were developed in a rather convoluted manner: First, a set of well-designed randomised clinical trials of PCT and EFT were identified. Then, the "treatment manuals" ostensibly associated with these RCTs were located, including widely read published texts (Greenberg & Watson, 2006; Mearns & Thorne, 2013) . After that, humanistic therapy competences were extracted from these texts. The CfD core competency list and training curriculum took in a subset of the larger humanistic therapy taxonomy (Hill, 2011) .
However, there are several difficulties with this method that the current study highlights. To begin with, there is a substantial disconnect between the RCT-based global outcome evidence and the specific elements identified in the CfD competency list. The texts analysed were large and contained literally dozens of competences, with nothing to tell us which contributed to outcome and which did not. It is even possible that some of the competences were harmful to clients but were overshadowed in the aggregate by multiple helpful competences. Furthermore, we do not even know which competences were delivered to clients in the RCT evidence base, and which were not. Thus, it is not clear whether the method used for CfD competency identification and curriculum development is effective, efficient or gives rise to a truly empirically supported approach. In the psychotherapy research field, there are several research paradigms considered to be useful for testing the effectiveness of therapeutic change processes (for example, process-outcome correlations, retrospective client-identified helpful factors; see Elliott, 2010) ; however, the Roth et al. (2009) method of extracting competences from RCT-linked "treatment manuals" is not one accepted as valid or useful by psychotherapy researchers (see Elliott, 2008 , for a first-person account of this approach).
In addition, even if the manual-extraction competence identification method were valid, there is not enough RCT research and treatment manual development on EFT and person-centred therapy in the field of trauma-focused therapy to provide a basis for it to be used.
The development of key common therapist principles using the method in this study offers a systematic way for developing understanding and therapist guidance based on qualitative research. This is in contrast to methods that "drawdown" what are assumed to be competent therapist actions from treatment manuals used in RCTs, the method used by Roth et al. (2009) to construct the humanistic therapy competences that form the basis of Counselling for Depression (Sanders & Hill, 2014) .
Consequently, by selecting cases that are good and poor outcome we have developed an alternative method for identifying key common therapist principles from transcripts of good outcome cases. This approach is inductive and derived from the "bottom up"
being grounded in and evidenced by actual therapy processes.
There are some limitations to the present study. First, the method is labour intensive, as it requires complete transcripts of counselling sessions and reviews of transcript and session recordings by multiple observers. However, using transcripts ensures that once principles are identified, it is easy to document them with illustrative transcript examples. Second, although good outcome cases are used, the method does not ensure that the therapist principles identified are actually involved in client change.
To determine more specifically how these therapist principles are involved in the change process would require triangulating the principles with another research method such as client post-session or post-therapy helpful factors data, for example, using the Helpful Aspects of Therapy Form or the Change Interview. Third, we selected the terminology "good" and "poor" outcome cases in the knowledge that this language could be interpreted as being value-laden. However, we selected this terminology to represent cases that have made therapeutic progress or cases that failed to progress, according to the outcome measures used within the research clinic. The terminology was selected because it was considered the most parsimonious, whilst it is understood that some clients can experience therapy as helpful without reporting progress within measurement scales. Fourth, we only looked at the first three sessions of therapy, thus providing only an account of key principles observable early in therapy. Further research is now needed to identify principles in the middle and late sessions of PCT and EFT for trauma clients. This work is currently ongoing at two research clinics. Beyond this, we call for replication of this study with new cases identified from distinct samples of clients experiencing traumatic stress.
| CON CLUS ION
In this study, we have been able to identify four key common therapeutic principles that are present in good outcome cases of PCT and EFT for traumatised clients. These principles relate to early relationship/alliance formation, identification and acknowledgement of past events as traumatic, facilitation of past traumatic events locating these in the client's present process orientation, and finally therapists using self-agency focused empathic responses to support the self-direction and self-healing capacities of clients. In addition, we suggest that we have identified a new method for the identification and explication of therapist principles. This new method involves a bottom-up inductive process of analysis. This method needs further development and replication but offers a significant step forward from existing methods employed that lack rigour and sophistication, and that fail to ensure that competencies are genuinely linked to therapist actions within the actual therapy under analysis and linked to good outcome cases.
In this study, we have begun the process of mapping therapeutic principles within person-centred experiential therapy for early trauma work. We suggest that further studies be carried out to replicate the current study and to broaden the range of principles that support change. We also conclude that more work needs to explore the middle and later stages of trauma therapy to see what further principles will be identified within the therapy.
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